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Purpose To assess the impact of mental status alteration (MSA) at presenta-
tion for acute coronary syndrome (ACS) on cardiovascular events among elderly. 
Methods After exclusion of patients with unstable conditions, neurological
disorders or language deficiency, we assessed MSA defined by an abnormal
confusion assessment test or Mini Mental Status Evaluation (MMSE<27) in
301 patients ≥75 years old. 3-months follow-up was completed in all patients.
Mortality, the primary endpoint of the study was assessed using a cox model
adjusted on age, gender, and GRACE score.
Results MSA was identified in 161(53%) patients. MSA was associated with
older age (83±5 vs 81±5, p<0.0001), female gender (53 vs 41%, p=0,04), lower
education level (p=0.0001), and higher rates of Killip Class ≥2 (47 vs 29%,
p=0.03). The invasive management and medical therapy were similar between
patients with or without MSA. Rates of 3 months mortality and re-hospitalization
were higher in MSA patients (16.1 vs 3.6%, p=0.0003 and 40.3 vs 23.2%,
p=0.002). The adjusted cox model identified MSA (HR 3.6 [1.4-9.6]) ormmSE
(HR 0.87 per point [0.82-0.94]) as well as GRACE score (HR 1.02 per
point[1.0001-1.03]) as independent predictors of 3-month mortality.
Conclusions MSA is detected in a majority of patients ≥75 years old pre-
senting with ACS using simple clinical tests. Despite similar management the rates
3-month mortality and re-hospitalization are dramatically increased in such patients.
MSA is an independent predictor of mortality in the elderly. Our study supports the
routine assessment of MSA in such patients as a risk assessment tool. A specific
management of such high-risk patients should be considered and assessed.
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Purpose Despite its known limitations, evaluation of coronary artery dis-
ease is still predominantly based on visual estimation (VE). The aim of our
study is to assess the correlation between VE and objective anatomical mea-
sures, such as quantitative coronary angiography (QCA), and objective func-
tional measures, such as fractional flow reserve (FFR). 
Methods In 1215 lesions, FFR was measured and percent diameter stenosis
(DS) were obtained by both QCA and VE. 
Results In our population the median of FFR was 0,79 (0,66-0,92), the
median of DSQCA was 50% (40-60) and the median of DSVE was 54% (40-70).
A significant but weak correlation was found between DSVE and DSQCA
(r=0,28; CI: 0,16, 0.42; p<0.001) and between DSVE and FFR (0.20; CI: 0.06,
0.34; p<0.001). The sensitivity, specificity and diagnostic accuracy of 50%
(strictly>50) DSVE to predict a DSQCA>50% were 87%, 45% and 50%, (65, 80,
47) respectively. The corresponding values were 90%, 47% and 45%
(72,70,45) for an FFR<0.80, respectively.
Compared to DSQCA, DSVE tends to overestimate stenosis below 60%
DSQCA, most pronaunced in the mildest ranges, while an increasing trend of
underestimation occures over 70% DSQCA (Figure A). In the sabe comparison,
but when lesions are classified according to their hemodynamic severity con-
stant level of overestimation with is observed (Figure B).
Conclusions Visual estimates of the angiographic stenosis severity shows
weak agreement with objective morphologic and functional metrics. 
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Abstract 0188 – Table: Characteristics of and lipid values in ACS patients: during hospitalization and at 120 days
All patients
(n=468)
LLT at admission 
(n=277)
No LLT at admission
(n=191)
Age (years) 65±12 67±12 61±12***
Men 80.1 78.0 83.2
Diabetes type 2 21.8 27.4 13.6**
Chronic kidney disease 3.8 4.0 3.7
Lipid variables (within 24 h of admission)
LDL-C (mg/dL) 110.6±43.4 93.6±36.4 135.3±40.9***
LDL <70 mg/dL (%) 16.9 25.3 4.7***
Difference between mean and target values (mg/dL) 52.1±38.3 37.0±32.1 69.3±37.5***
Statin at hospital discharge 96.4 97.5 94.8 
Lipid variables (120 days after admission) (n=159) (n=86) (n=73)
LDL-C (mg/dL) 76.1±31.1 79.7±31.1 71.9±30.7* 
LDL-C <70 mg/dL 50.9 41.9 61.6*
Difference between mean and target values (mg/dL) 29.7±25.8 28.0±26.5 32.6±24.7 
Data are mean±SD or %. *P<0.05; **P?0.001; ***P?0.0001 (LLT vs no LLT)
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